The purpose of this study was to determine if female drug abusers in a faith-based drug treatment program would have higher levels of motivation in treatment based on their self-reported religious and/or spiritual orientation. This study utilized the religiosity/spirituality subscale and the sexual abuse subscale from the PEI-A (Personal Experience Inventory-Adult) and a variety of mental health related subscales from the MAQ (Maryland Addiction Questionnaire). Results of the study found significant relationships between religious orientation and motivation in treatment programming.
Introduction
Within the field of correctional treatment, there has been an emerging interest in the study of female offenders. This increased interest began in the late 1990s when it was observed that the incarceration of women was increasing at a greater rate than that of men (Kruttschnitt & Gartner, 2006) . Though women represented only a small segment of the correctional population, especially in the institutional segment, they were, nonetheless, increasing at a faster rate than ever. The reason for this was largely attributed to the war on drugs which, with the more vigorous modes of enforcement and enhanced prison penalties, resulted in an increased rate of female offenders behind bars and on community supervision (Mauer, Potler, & Wolf, 2006) .
The increased number of women convicted of drug crimes usually stemmed from their drug use rather than drug trafficking (Mauer et al., 2006) . As a result, there was a growth in the number and type of drug treatment programs offered to female drug offenders. The study and evaluation of programs designed for female offenders came into vogue during the late 1990s extending into the new millennium. From 2000s onward, it was clear that the correctional treatment literature had become inclusive of the female offender population; and it was also clear that treatment programming for this population should be, at least to some extent, gender-specific to the needs of women.
A variety of programs around the nation were developed to specifically address drug issues for women (Bloom, Owen, & Covington, 2003; Bradey & Ashley, 2005) . Among these types of programs were those that emphasized cognitive approaches, those that emphasized affective issues, those with gender-specific groups, and those with mixed gender groups, as well as those with other modes of intervention. Thus, programs were During the Bush administration, there came support for a treatment paradigm that had typically not been highlighted in most of the professional literature on drug treatment, which is faith-based programs (De Vita & Wilson, 2001 ). These programs have received attention in various professional conferences (Crawford, 2003) and with various government agencies (Office of Applied Studies, 2006) . While faith-based treatment programs have proliferated throughout the US (United States) during the past decade, there is limited research on the actual effectiveness of these programs in drug abuse treatment. Indeed, De Jong and Horn (2008) To be sure, there have been researches on religion and spirituality in the drug treatment literature (Crawford, 2003; Ebaugh, Chafetz, & Pipes, 2006; Ellis & Schoenfeld, 1990; Hugen, DeJong, & Venema, 2005; Hugh, Elifson, & Sterk, 2006; Johnson, 2002; Longshore, Anglin, & Conner, 2008; Neff & MacMaster, 2005) . In some instances, these researchers have found that spiritual and/or religious variables do significantly impact various aspects of drug treatment outcomes (Pardini, Plante, Sherman, & Stump, 2000; Neff, Shorkey, & Windsor, 2009 ). There are also some existing researches that have examined mental health benefits of faith-based approaches in drug treatment programs (Pardini et al., 2000) . However, these studies were fairly limited in existence and few, if any, specifically examine the effectiveness of faith-based drug treatment approaches with female drug offenders. Finding this type of specific research is difficult, and just as important, there exists a dearth of this type of research that examines outcomes on motivation. Most current research does not determine whether the individual has effectively overcome the drug using lifestyle and thought patterns but simply indicates whether they have been able to refrain from drug using behavior.
Women and Religiosity
There is an abundance of research that supports the notion that women tend to be more religious than men, at least as demonstrated by self-reported research (Miller & Stark, 2002; Walter & Davie, 1998; Thompson, 1991) . In fact, within the literature on religious research in a variety of academic disciplines, this is a generally accepted notion (Miller & Hoffman, 1995; Walter & Davie, 1998; Thompson, 1991) . Further, Kanazawa (2010) pointed to a worldwide survey that included over 100,000 people from 70 nations around the world where it was found that women self-reported to be more religious than men. These findings were true for women regardless of the region of the world and regardless of the particular religion (Kanazawa, 2010) . This phenomenon is not really profound or new in research on this related topic. However, finding the reasons why this observation is true has been the subject of extensive study and some degree of debate.
There have been some researches that have found that gender differences in religious affiliation are correlated with differences in risk preferences (Miller & Hoffman, 1995) . According to these researchers, religious behavior is risk averse, whereas non-religious behavior has a greater propensity to be risky. Because women are proposed to be less prone toward risky behavior, they are thought to be more likely to report higher levels of religious involvement and belief. Other researchers, such as Miller and Stark (2002) also found that women are more religious than their male counterparts and their level of religiosity is inversely related to their willingness to engage in risk-taking behaviors. This finding is significant, because drug abuse is considered as a risky behavior and, if by implication of the research by Miller and Stark, women in drug treatment with high levels of religiosity should fare better in drug treatment. The route of logic is as follows: The more religious the participant, the less likely they would be to engage in risky behaviors. This is then followed with the idea that these participants will be more responsive to treatment and presumably, this would result in better outcomes.
Research by Stark (2002) concluded that the connection between religion and women is similar to that between men and crime. Since men seem to be more prone to risky behaviors, particularly criminal behaviors, they will tend to be less religious in affiliation and in their level of commitment. On the other hand, because women tend to engage in fewer risky behaviors and since these behaviors, when they occur, tend to be less serious, they will be more likely to indicate religious affiliation and they will tend to be more religious in orientation (Stark, 2002) . Even more to the point of this thesis, research by Hugh, Elifson, and Sterk (2006) examined correlations between religiosity and drug use among at-risk female participants. They (Hugh et al., 2006) found that religiosity is indeed related to the amount of drugs that women used; the more religious that they are, the lower the drug use.
Research by Richard, Bell, and Carlson (2000) examined the religiosity and church attendance of participants in drug and alcohol treatment. While they found that increases in church attendance are significantly associated with reductions in cocaine use, they did not find support for self-reported religious commitment and drug treatment effectiveness. Other research by Windsor and Shorkey (2010) found that participants who stayed in treatment for longer periods of time had significantly higher levels of spirituality. While this research, on the face of it, seems encouraging, it is actually a bit misleading, because this does not at all demonstrate that religion or spirituality has anything to do with the treatment outcome of these participants. Rather, it is the case that if participants decided to stay in treatment for longer periods of time, they began to acquire more religious attitudes. Thus, this means that the program evaluated by these researchers is successful at encouraging religion among participants, not that religion encourages participants to be more successful in the program (Windsor & Shorkey, 2010) .
On the other hand, Longshore et al. (2008) noted correlations between drug abuse treatment and religiosity and spirituality. These researchers (Longshore et al., 2008) indicated that while studies result in correlations, most of these studies have substantial flaws in the methodologies that are used, instruments that are selected, or the sample that is examined. They (Longshore et al., 2008) specifically pointed toward the difficulties in measuring religion and spirituality as a construct. In addition, there is a lack of research that examines the impact of religiosity/spirituality on mental health indicators that co-occur with drug abuse (Miller & Warner, 2009) .
Lastly, Neff et al. (2009) examined the challenges involved with researching faith-based substance abuse treatment programs. In addition, these researchers examined seven treatment programs, four of which were faith-based and three of which were traditional programs to identify specific themes and approaches to each type of program. They found no differences in group activities and cohesion. These researchers also found that both types of orientations included similar core social processes, such as mentoring, role modeling, and an emphasis on social cohesion (Neff et al., 2009) .
From the previous researches, it can be seen that there is support in the literature for the idea that women identify with religion more than men. Further, this observation has been correlated with a likelihood toward risk aversion; the more religious a person, the less likely they are to engage in risky behaviors. Further, this has also been extended to drug abusing behavior where specific support exists for the notion that as women become more religious the lower their drug use will tend to be. However, there is few research that uses standardized quantitative measures of drug treatment effectiveness within faith-based programs and among those that do, there is little or no support that religion or spirituality actually, unto itself, has a significant correlation with effective drug treatment outcomes. Further, it would appear that these programs, when compared with traditional programs, are more similar than different.
Women and Faith-Based Treatment
It would seem that faith-based treatment programming has the capacity to mesh well with other gender-specific aspects of drug treatment for female drug abusers (Neff et al., 2009 ; CSAT-Center for Substance Abuse Treatment, 2009). While not necessarily a panacea in the pursuit of recovery from drugs and alcohol, it may well be that this modality is as effective or perhaps even more effective in meeting the needs of female drug offenders (Kendler, Liu, Gardner, Mc-Cullough, Larson, & Prescott, 2003) . In fact, the use of religion and spirituality in drug treatment has been specifically cited as a feature of a strength-based approach to drug treatment with women (CSAT, 2009).
Faith-based programs, being religious in nature, tend to emphasize family connections including both adult-adult relationships as well as those associated with the woman and her children. Researches have shown that the prognosis for women in drug treatment is enhanced when they have contact with their children, significant others, or extended family members (CSAT, 2009 ). While it is true that traditional drug treatment programs can and do also emphasize relationships among female drug abusers, it may well be that the spiritual element of faith-based approaches can further enhance these connections, particularly among women who desire this type of modality.
One other benefit to faith-based approaches is that they tend to provide a philosophical overlay or theme in the treatment modality. This existential nature of these approaches can add meaning to life challenges that otherwise may have little or no rational explanation. This is especially true with medical illnesses, accidents, and injuries (Koenig, 2004) . Because, as we have seen, women are often prior victims of physical abuse, sexual abuse, domestic violence, and other sources of trauma, a religious and/or spiritual approach may aid these offenders in coping with these traumas since they can provide some type of spiritual explanation for tragic and traumatic events, pain, and suffering that they have faced in their lives (Kendler, Gardner, & Prescott, 1997; Kendler et al., 2003) .
Hypothesis
From the literature provided, it should be clear that there are sufficient grounds for inquiry as to whether religion and/or spirituality will be predictive of drug treatment outcomes in a faith-based program. While this makes intuitive sense, there is a dearth of quantitative research that clearly and specifically links the connection between spiritual/religious orientation and drug treatment effectiveness. Because researches show that women tend to be more religious than men and because the inclusion of religious and/or spiritual elements have been likened to a gender-appropriate approach to drug treatment with women, it is of particular interest to see if religiosity and spirituality are linked to drug treatment outcomes among female drug abusers. Therefore, based on the literature review and the comments just provided, the hypothesis for this study is as follows:
Ho: As participants score higher on the spirituality/religiosity subscale, their scores on motivation subscales will significantly improve.
Methodology Overview
This study consisted of a post-test only, quasi-experimental, and within-subjects design. Participants were female drug abusers who attended treatment in a faith-based residential treatment facility. The author completed a face-to-face structured interview with each of the participants of this study at intake and upon completion of the 90-day period of treatment (commonly referred to as Phase I at the facility). During intake, the author administered the PEI-A (Personal Experience Inventory-Adult) (Winters, 1995) to participants after completing the structured interview with each participant. Upon completion of the 90-day treatment program, the author conducted another follow-up structured interview, and upon completion of that interview, administered the MAQ (Maryland Addiction Questionnaire) (O'Donnell, C. B. DeSoto, & J. L. DeSoto, 1997a) to each participant prior to their entry into Phase II, which was a second 90-day period of treatment for women who continued treatment.
Participants
Participants in this study were female drug abusers in a local faith-based residential drug treatment program for women (n = 48). There were three cases that were not included in this sample of 48 participants due to their inability to complete the 90-day treatment program. These cases were discarded among the sample since their data were unusable, because no outcome measures were obtained. The age range of participants was from 19 to 50, with a mean age of 32.7 years old.
Materials
The PEI-A is a self-reported inventory that provides comprehensive information about substance abuse patterns in adults aged 19 or older (Winters, 1995) . This instrument can be used to identify drug and alcohol problems and to aid in treatment planning. Further, because substance abuse problems rarely occur in isolation, this instrument also assesses a wide array of other psychosocial problems that tend to be associated with substance abuse. The PEI-A was written at a sixth-grade reading level and has two parts: the Problem Severity Section (consisting of 120 items) and the Psychosocial Section.
The Problem Severity Scale has 120 items that make up 22 subscales that examine factors related to the times, places, and social conditions of drug use as well as specific types of drugs that have been used by participants (Winters, 1995) . Importantly, though the data were collected among these clients, it should be noted that data from these subscales were not used in the current study. The Psychosocial Section has 150 items that make up another 22 subscales that examine factors, such as negative self-image, deviant behavior, suicide risk, and a variety of other characteristics that are associated with drug use (Winters, 1995) . It is from the Psychosocial Severity Scale (Winters, 1995) that items from the spiritual/religiosity subscale and the physical/sexual abuse victim subscale were obtained.
The spiritual/religiosity subscale consists of seven items that include a 4-Likert scale form of ordinal forced response. For the first six items, four choices are available, as follows: "Strongly disagree", "Disagree", "Agree", and "Strongly agree". The seventh item also provides four choices that are as follows: "Seldom or never", "Sometimes", "Often", and "Almost always".
The MAQ is designed to be used with participants aged 17 and older and is written at the fifth-grade level (O'Donnell et al., 1997b) . Norms for this instrument are based on a large sample of participants who received drug abuse treatment in outpatient settings, residential facilities, and halfway house programs. This means that this instrument was normed on a population that was very similar to that within the current study, at least from the perspective of involvement in treatment. This self-reported instrument consists of 111 items that examine the severity of a respondent's addiction, their level of motivation in treatment, as well as a handful of co-occurring mental health disorders.
Research Design
This study was a within-subject, posttest-only, and quasi experimental design (Hagan, 2005; Martin, 2008) . The reason for this classification is that the same participants are used in two different pre-treatment and post-treatment measures. However, this is not a true pre-test/post-test design, because each measure at each point uses a different data collection instrument. The PEI-A (Winters, 1995) was used at intake and the MAQ (O'Donnell et al., 1997a) was used when participants completed the 90-day of treatment. Thus, it was concluded that, since the outcome measures used were only taken at the end of the treatment program, the study should be classified as a post-test design that is only within-subjects (Martin, 2008) .
In addition, this study does not have a control group nor does it have a comparison group, making it a quasi experimental design (Hagan, 2005; Martin, 2008) . Initially, it was thought that a control or comparison group might be included in this study, but upon careful examination of the other potential female-specific programs available, none was similar enough in characteristics to make a valid comparison. Indeed, other potential control/comparison groups either consisted of mixed-gender (male and female) groups or female-specific groups with females who were out-patient clients (not residential) or were in a jail facility receiving other addiction intervention services.
Procedure
The author was identified as the evaluator for the agency in which this study was conducted. The author conducted several structured interviews with each participant, both during intake and other points in their treatment regimen to obtain additional data on each participant. This helped to allow the author to establish a rapport with participants that went beyond the mere administration of the testing instruments. Further, data collection consisted of the administration of the PEI-A (Winters, 1995) when clients reported to the treatment facility at intake.
Once, participants either neared completion of their 90 days of treatment, or shortly thereafter, the author administered the MAQ (O'Donnell et al., 1997a; 1997b) to these participants. The author, prior to administering the MAQ, conducted a follow-up interview and also provided a debriefing process for participants involved in the research project. All required guidelines were followed to maintain compliance with the Public Health Service Act, now titled Title 42, Section 290dd-3, of the United States Code. This law is also known as Title 42, part 2, of the Code of Federal Regulations.
Statistical Analyses
Statistical analyses for hypothesis testing in this study included linear regression and a multiple ANOVA (analysis of variance). Each of these statistical analyses was selected, because they were the most appropriate option for the data that were utilized, and they were capable of producing results that answered the specific hypothesis that was tested. Linear regression was used to test the hypothesis of this study. Lastly, ANOVA was used to compare economic status group mean outcomes on motivation indicators from the MAQ. While these forms of analyses are basic in nature, they were selected because they are generally accepted methods of analysis in the fields of psychology and criminal justice, and because, as previously stated, they were suitable analyses for answering the specific research hypotheses presented in this study.
Results

Descriptive Statistical Analyses
The first demographic variable examined was the racial identity of the participants. Racial orientation among the participants included 87.5% Caucasian women and 12.5% African American women. The racial composition of this sample of drug offenders in treatment did not reflect the racial demographics of the surrounding population, and therefore, was probably not generalizable to the region from which it was drawn.
The data on income were obtained from other sources of data collection that were also administered by the author. Participants in this study largely came from low income backgrounds with more than half reporting $200 to $300 per week (about $800 to $1,200 monthly). Approximately 92% reported weekly incomes of $600 or less per week (roughly $2,400 a month, or less). It is clear that women in this program make a lower middle class income or even less. This is fairly reflective of the majority of the drug offending population who are mandated through this region's drug court and is reflective of much of the drug offending population who are not mandated but present for treatment at this facility and other facilities similar to the one in this study.
This analysis was conducted using a simple linear regression to determine if scores on the spiritual/religiosity subscale were significant predictors of motivation outcomes in drug treatment within a faith-based program. Data in Table 1 indicate that the dependent variable, MOT (motivation in treatment), is significant. Thus, religiosity/spirituality significantly predicted MOT scores, B = 0.553, t (46) = 8.041, p < 0.05. However, the effect size is small with an R 2 of only 0.142, and while being significant, does not account for a substantial proportion of the observed variance in this predictive model. Despite this, it is clear that, at least to some small effect, religion/spirituality does play a role in motivation among these participants in drug treatment. 
Discussion
From the prior analysis, it is clear that the findings of this study show that there was a relationship between religiosity/spirituality and motivation. Though this may seem like a fairly basic finding, this is, in fact, an important finding. This is particularly true given the emphasis on motivational interviewing techniques within substance abuse treatment programs. Indeed, Carroll et al. (2006) found that integrating motivational interviewing techniques in the earliest phases of treatment may have positive effects on retention early in the course of treatment. This is important, because this study was focused on outcomes from early stages of treatment. Further, the author utilized motivational interviewing techniques as did much of the staff at the treatment facility. Generally speaking, literature demonstrates that as clients are more motivated, they are also likely to experience longevity in treatment and this translates to even better outcomes.
Thus, it can be speculated that the significant relationship between motivation and spiritual/religious beliefs provides a good fit for participants who are serious-minded about recovery. Likewise, it may be that the program's appeal to spiritual aspects of a participant's identity helps to solidify a rapport and to cement the participant to the recovery regimen. While all of these are somewhat speculative, there is consistent research that validates these points. Part of the reason for this continued commitment to the treatment program from one phase to the next may be linked to the connected nature of religion and motivation in this treatment program.
Aside from this, it is important to note that there are several limitations that have impacted this study. Before providing discussion on these limitations, this study examined a very unique area of substance abuse treatment that is in need of exploration. Often, studies that examine unique areas of research will encounter challenges that make it all but inevitable that flaws in a design and/or analysis will emerge. It is the contention of this researcher that exploration and research of under-examined areas within a given body of knowledge should be encouraged. With this said, it is nonetheless necessary to at least mention some of the limitations that were encountered.
Limitations
First, there was neither a control group nor a comparison group in this study. This means, of course, that the rigor associated with a true experimental design was not obtained in this study. Further, though this study is classified as a quasi experimental design, this particular study did not include any pre-test and post-test measures using similar items or scales for comparison. To be clear, the data were collected by the author as part of the more comprehensive evaluation process of the treatment program.
Second, the sample size is small and it is possible that the statistical power⎯the probability that a model will yield a significant result if the hypotheses are true⎯has been negatively affected. However, A. Aron, E. N. Aron, and Coups (2008) noted that mechanisms to increase effect size can offset deficiencies in statistical power within a study. Some examples that exist would be to reduce variance by using a less diverse population, using more reliable measures, or increasing the intensity of the experimental treatment. In reality, all three of these strategies were employed. The sample was very homogenous in nature (including race, income, and other demographic features); the measures were taken from instruments that have been validated and found to be reliable; and the experimental treatment was quite intensive, as observed by the author and as articulated by many participants during structured interviews with the author. Thus, it is unclear as to the extent that deficits in statistical power may have impacted the results of this study.
Third, the sample in this study was overwhelmingly Caucasian (87.5%). Future studies would be well served to include more diversity within the sample, including Latino American and Asian American representation for this claim to be solid. Indeed, the issues related to the racial composition of the sample are, in actuality, likely to be important for another key reason. The African American community tends to emphasize religion and/or spirituality (D. W. Smart & J. F. Smart, 1997) . Researches on other racial groups have also found similar results, further lending credibility to the notion that racial diversity in similar studies should be considered a priority.
Conclusions
This study demonstrates that for female substance abusers, the use of religion and/or spirituality in treatment programming may be effective in developing gender-appropriate programming. In addition, this study helps to point the way toward additional research that may better investigate the potential for faith-based approaches to augment clinical interventions related to substance abuse as well as co-occurring disorders. Though faith-based approaches may not be appropriate for all clinical issues and for all participants who report for substance abuse treatment, it is a treatment option that some clients may prefer and this may create an environment in which they are more comfortable. Perhaps, it is the sense of comfort that is the healing mechanism to the challenges that these clients face. This may also explain the high levels of program completers and the persistence that were observed among most of the participants within the program.
